Over the past few years there has been a considerable increase in the recognition and reporting of the sexual abuse of children. 1 2 Although the child often reveals the abuse to an adult such as a parent or teacher, physicians who provide medical care to children (including paediatricians and general practitioners) are often the first professionals to suspect that abuse has occurred. Much has been written about the possible presentations of sexually abused children from vaginal discharge to symptoms less obviously related to sexual abuse such as abdominal pain, encopresis, or running away from home. 3 4 There are an increasing number of reports of the variety of physical findingsS8 and on the appropriate laboratory investigations.5 9 10 Despite this increase in attention to the problem, however, little has been written about how the physician should raise the possible diagnosis of sexual abuse with either the parent or child.
Raising the possibility of sexual abuse
In a doctor's surgery concern about sexual abuse can be raised in two different ways. Firstly, the parent (usually the mother) or occasionally an older child or adolescent raises the issue with the doctor. The parent is seeking help to discover what has happened and to protect the child. For example, a mother may mention that she is worried about sexual abuse because last week her 7 year old daughter said that her uncle 'had been rude with her.' The mother does not think that her daughter is making this up, but cannot be sure. By raising the issue she is giving implicit permission for the doctor to talk to the child about the event and carry out an appropriate medical examination.
By contrast, the issue can be raised if the doctor, during the evaluation of the child, becomes suspicious about the possibility of sexual abuse. In such circumstances he will be faced with several questions. Could the child have been sexually abused, or could there be some other explanation for his findings? What is the best way to raise the issue with the parent(s) and child, keeping in mind that the parents might be offended and angry? If direct questions are asked and the child denies that anything has happened, has the diagnosis of sexual abuse been excluded? How much questioning is necessary before being reasonably certain that nothing has happened (given that it may be impossible to exclude completely such a diagnosis) 9 There are at least three different circumstances when there is no direct allegation but when the doctor may consider the diagnosis of sexual abuse and have to ask questions of the parent and child. These are:
(i) when a child has a complaint that might be directly related to the possibility of sexual abuse, such as a girl with a vaginal discharge;
(ii) when a child has a complaint that is not directly related to the possibility of sexual abuse, such as abdominal pain or encopresis;
(iii) when a child has no complaint but an incidental finding, such as an enlarged hymenal ring, makes the doctor suspicious. If the answers to such questions do not raise concern about the possibility of sexual abuse and if the medical examination is negative it would be reasonable to assume that the child has not been abused. If, however, either the responses or the medical examination raise concern, then arrangements should be made for a case conference to be convened and for the child to be interviewed more extensively by a clinician with special expertise in the diagnosis and treatment of sexual abuse. If the parent asks why you are concerned about sexual abuse, it is easy to explain that because of all the recent publicity about the problem, it is medically indicated to ask such questions. Telling the parent If information from the interview or physical examination indicates that the child has been sexually abused, it is best to inform the parent of the findings. If, however, the doctor is concerned about the possibility of sexual abuse but cannot make a clinical diagnosis then he or she has to decide how much to tell the parent. Usually the doctor outlines the concerns and the recommendations for further evaluation; on rare occasions, however, it would not be in the child's best interests to indicate the specific concerns. 13 For example if the doctor is worried that the accompanying parent is involved in the abuse, he might withhold the details from the parent for fear that he or she may pressure the child not to talk further. Under such circumstances, the doctor may say: 'Your daughter appears to have some worries, and I'd like to arrange for her to talk with someone in more detail about these.'
Informing the social services department In the United States the laws of each state require that the doctor report cases of suspected sexual abuse, not just confirmed cases, to the state's protective service agency. In the United Kingdom reporting of child maltreatment is not compulsory. The guidelines, Child abuse-working together, from the Department of Health and Social Security, however, 14 recommend that cases of suspected sexual abuse should be reported to the local social services department or the National Society for the Prevention of Cruelty to Children (NSPCC), and through these agencies to the police so that there can be a thorough investigation of the allegation. Without such a referral it is usually impossible to carry out an adequate evaluation or to ensure protection of the child. As part of this evaluation the social services, the NSPCC, or the police may ask for assistance from a variety of specialists (paediatrician, police surgeon, child psychiatrist, child psychologist, and so on). At some time, either during the initial investigation or shortly thereafter, a case conference should be held, and the findings discussed by all who have been involved in the investigation and who have responsibility for providing services to the child and family.
IF SEXUAL ABUSE IS SUSPECTED, SHOULD THE CHILD BE ALLOWED TO GO HOME?
The decision to allow a child to go home should be made jointly with the social worker (sometimes only after an initial case conference) and will depend on the certainty of the diagnosis, the safety of the current living arrangements, and the ability of the parent to protect the child. For instance, if there is a strong suspicion that abuse has occurred from the child's evidence alone, but the mother seems to believe her child and understand the concerns, and if the child will not be living with the alleged perpetrator until the matter is resolved, then it seems appropriate to allow the child to go home. There are, however, three risks to allowing a child who is being abused to return home. The child may be threatened and told not to say anything else about the abuse, subsequently retracting her or his statement; the child may continue to be sexually abused; or the child may be physically abused for What to ask when sexual abuse is suspected 1191 revealing the secret. Obviously, all three of these possibilities are highly dangerous for the child. If the doctors decide that it is not safe for the child to return home he or she may stay with a relative, be placed in an emergency foster home, or be admitted to hospital until a more appropriate arrangement can be made. If the parents disagree with placing the child away from home, social services may need to take emergency legal action (in the United Kingdom a place of safety order, or in the United States an order of temporary custody) and arrange temporary accommodation to ensure the child's safety.
SHOULD THE ALLEGED PERPETRATOR BE INTERVIEWED AS WELL BY THE PHYSICIAN?
When an accusation is made about a person, he or she is usually interviewed by a police officer (sometimes accompanied by a social worker). Representatives from the police and social services departments have the statutory duty to investigate cases of suspected sexual abuse. '4 Occasionally the alleged perpetrator may want to speak to the doctor who made the initial evaluation. In such circumstances it is helpful for the doctor to consult the police and social services about when best to conduct the interview.
Doctors who are experts in the management of cases of abuse and sexual abuse may participate in joint interviews with social services not only to clarify the medical findings, but also to explore possible ways in which abuse may have occurred.
These are often difficult interviews: the alleged perpetrator may be angry or threatening, or he may be convincing in his statements of affection for the child and denial of sexual abuse. In these latter circumstances the professionals may wonder whether the information from the child's interview or physical examination was overinterpreted or misunderstood.
SHOULD THE SIBLINGS BE INVESTIGATED?
Because siblings may have been sexually abused as well, examinations of these children should be arranged as soon as possible. Social services may arrange these and ask that the physician examine the siblings for signs of physical and sexual abuse.
Do children lie about the occurrence of sexual abuse?
Often the diagnosis of sexual abuse is clear, but sometimes it is difficult to sort out exactly what happened to the child. It is in these circumstances that it is important for the doctor to believe what the child says and help to protect him or her during the initial stages of the evaluation. There are, however, occasions when it is best to be cautious about the diagnosis, although most experts feel that these occasions are rare.
Suspicions that are based on the history may turn out to be unfounded because either a thorough evaluation fails to confirm the suspicion or the specific allegation by an adult or child is found to be fictitious. An example of the first type of case is an evaluation that finds no evidence of sexual abuse in a 3 year old child who is referred because of unusual sexual play in a nursery school. An example of the second type of case is an evaluation that finds no evidence of sexual abuse in a 5 year old who has alleged to have been abused on an access visit by his natural father. These Hobbs and Wynne say that they can tell merely by inspecting an anus that it is lax. They use the subjective and misleading test of so called 'reflex dilatation' on skin traction on the buttocks to make a definitive diagnosis of 'sexual abuse.' The opening of the anus on inspection-which should be done without traction by gently placing the hands on the cheeks of the buttocks-is variable, misleading, and present in a number of other conditions including chronic constipation, thread-worms, and anal thrush
